Well differentiated mesothelioma is a rare condition. A fibroepithelial tumour, it comes in three types multicystic, adenomatoid and papillary. The multicystic variety is the most common and occurs in both pleura and peritoneum1. Papillary disease of the peritoneum is less well described: we have found only fifty reported cases.
Well differentiated papillary mesothelioma of the peritoneum has most often been encountered in young women (20-30 years)2-4 as an incidental finding. Indeed, only eleven cases have been described in male patients4-7.
Usually it causes no symptoms, but abdominal pain, weight loss, chronic pelvic pain and ascites are occasional features4. As in our case, the typical macroscopic appearance is of multiple nodules throughout the pelvic and abdominal cavities and the omentum, although single nodules have been described4. This condition is thought to follow a benign course; more malignant behaviour has been described in a single case7.
The clinical and pathological staging of carcinoma of the ampulla and head of pancreas is difficult with imaging alone. Diagnostic laparoscopy is the most sensitive way to identify intraperitoneal metastatic disease. This case underlines the need for a histological diagnosis of any suspicious lesion before abandonment of curative surgery. Senile squalor syndrome is gross self-neglect, social isolation and extreme squalor in an elderly person1.
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CASE HISTORIES
Patient I A woman aged 84 had lived as a recluse all her life in a small town where she was known as an eccentric. She spent her life in the large house where she was born, an only child, and attended a local school; in her early 20s she worked for a short period in an office. Her parents died when she was in her 40s and at the time of her mother's death she attacked the bathroom with an axe. The water was turned off and never reconnected. As the years passed the downstairs of the house became dilapidated though the upstairs remained much as it had been with her parents' clothes neatly folded up in suitcases. The electricity was also disconnected. An old gas cooker still worked and she used it to heat hot water bottles. She did not receive any state benefits but had a meagre pension from her father's estate. She was not registered with a general practitioner (GP). For about 15 years she had lived on packets of biscuits and bottled water given by kindly and elderly neighbours who also sometimes gave her hot food. In recent times vandals had broken her windows and she had agreed to them being boarded up. Three months before her admission to hospital social workers were alerted by neighbours who had noticed her increasing frailty and her failure to take her customary walks. Wailing and screaming had been heard coming from the house at night. At first she refused access. Eventually the Royal Dundee Liff Hospital, Dundee DD2 5NF, UK student social worker assigned to the case gained entrance and after three months registered her with a GP and the psychiatric services were called in. The house looked derelict from the outside and we needed torches to find our way about. Rubbish was piled everywhere in black bin bags and the patient was located sitting in an armchair in a living room in pitch blackness with rubbish and furniture, including a bed that had not been used for many years, all around her. Newspapers and magazines dating back to the 1960s were neatly piled. There were filled chamber pots at her feet with decaying waste material. There was also a radio and an alarm clock. Charred rubbish in the kitchen proved a fire risk. The patient was in a weakened state, emaciated, infested and barely able to stand. Her toenails were overgrown, her feet were oedematous and ulcerated and she was edentulous. She did not display any psychotic phenomena, was not depressed and scored 12 out of 12 on the information/orientation part of the CAPE (Clifton Assessment Procedure for the Elderly) and 28 Computed tomographic scanning of the brain revealed some cerebral and cerebellar atrophy but no focal abnormality. Her status became informal. She was somewhat guarded with others but did socialize. Apart from vitamins and build-up type foods in the first eight weeks of admission she received 1 mg of trifluoperazine daily which helped with her suspiciousness. Formal psychiatric diagnosis was not made but eccentric personality or schizophrenia now in remission are possibilities. She now lives in a nursing home near to her family home, realizing that she cannot cope with the responsibilities of independent living.
Patient 2
A widow aged 76 lived alone in an urban area in a modern house which from the outside appeared well maintained; the inside revealed a different story. She had always been a smartly dressed outgoing individual who was house-proud. Keeping a dog had been a life-long hobby. Six months before referral to the psychiatric services she had got a new puppy which she had allowed to run wild in her house. The dog was untrained and unwalked and it had destroyed the furniture, carpets and decor and had soiled everywhere. It had escaped and become lost shortly before the psychiatric assessment. Homecare services had withdrawn three months before the referral in protest at the state of the house. When seen the place was still very squalid. The patient sat in this mess oblivious to the offensive smell, and she had become vague and lacking in spontaneity in her conversation. Her short-term memory was felt by family to have deteriorated. She had long-standing incontinence of urine for which she used pads, but she was continent of bowel. She complained of poor mobility and the need to use taxis but her mobility was reasonable on objective testing. She claimed to cook but her daughter stated that she lived on sandwiches. She had burnt pots on the cooker. She was independent in her other activities of daily living and went out on bus trips most days. She shopped and managed her own finances. When at home she stared vacantly into space. Hearing and eyesight were unimpaired. Her past medical history included a hysterectomy, hypothyroidism and mild osteoarthritis. Regular medication was thyroxine and ibuprofen. Compliance had been good until a few weeks before when she had discontinued medication and become mildly hypothyroid. When seen she appeared physically well, appropriately dressed and reasonably clean. She was by then back on her medication, but her affect was facile and she answered questions with monosyllables. She seemed indifferent to and unaware of the state of the house. She scored 8 out of 10 on the CAPE and 21 out of 30 on the MMSE. Blood tests were unremarkable except for a raised thyroid stimulating hormone of 10.37 (thyroxine normal). A computed tomographic scan of brain showed 'small bilateral lacunar infarcts in the head of the caudate and on the left within the anterior limb within the internal capsule. No other focal abnormality and generalized atrophy.' The diagnosis is one of dementia, possibly vascular, with frontal lobe involvement. The patient stopped attending the dayhospital and is now followed up in the community. Homecare was rapidly reinstated after an initial clear-up by the family. The patient was offered respite care while this was done but refused. Her CAPE is stable at 10 out of 12 and her MMSE has improved to 25 out of 30. She continues to leave food, laundry and incontinence pads lying around but her environment is safe and she is content.
COMMENT Few studies of senile squalor syndrome24 have been reported. The aetiology may be physical ill-health, psychiatric illness such as psychosis, alcohol abuse, depression or dementia but no cause may be foundl. Post5 described it as the end stage of personality disorder and Radebaugh6 felt it might be an interplay of dementia and chronic and debilitating physical ills in a personality prone to reclusiveness and hostility.
Both cases reported here have special features. Patient 1 had no clear psychiatric diagnosis and her poor physical state was secondary to her self-neglect. Though a person of average intelligence, she appeared to know nothing about the welfare state or how to run a home. The length of her illness and her survival on such poor nutrition are extraordinary. The length of the illness in most studies was a few years with 10 the maximum and 1 the minimum1. In patient 1 the self-neglect had begun at least 20 years earlier. This posed ethical considerations as to the course of treatment once she had been initially assessed. She did not seem to be mentally ill, had lived and survived in squalor for many years, refused help and was known to social services who did not feel justified in using the National Assistance Act, section 47 (1948) because of the length of her self-imposed reclusiveness from society. The justification for detaining her under section 24 Mental Health (Scotland) Act 1984, which runs for 72 hours, was the possibility that she might have a mental disorder, that her poor physical state was becoming life-threatening and that her mental state and physical state could not be thoroughly assessed in her home surroundings, made very difficult by the pitch blackness of the place interrupted only by the feeble light of the sole torch available when I and the community psychiatric nurse visited. Once in hospital she was happy to stay and detention was not continued.
Case 2 is unique because it was the puppy that precipitated the syndrome yet the squalor was accepted by a patient with mild dementia without any attempts to deal with it. This seems to be the first reported case in which senile squalor syndrome was due to canine proxy. A cause of concern is the withdrawal of homecare-done without recognition that such behaviour may signal mental illness.
Because people with senile squalor syndrome present to many different services-medicine for the elderly, psychiatry of old-age, general surgery and medicine, social work-it can easily go undetected1. Intervention About 200 000 dog bites come to medical attention in Britain every yearl. Occasionally a trivial-looking injury that has been ignored develops into catastrophic systemic infection.
CASE HISTORY
A woman aged 31 was admitted to the intensive therapy unit with septicaemia and disseminated intravascular coagulation. She had originally sought medical advice because of severe throbbing pain in both legs that had begun twelve hours earlier and prevented weightbearing. She had also experienced intermittent generalized abdominal pain of colicky nature and mild severity for three days accompanied by nausea and vomiting (no diarrhoea). The patient was a heavy smoker and consumed fourteen units of alcohol a week. On examination she was obtunded, hypotensive (80/45 mm Hg), tachycardic (138 per minute), slightly pyrexial (37.9°C) and mildly dehydrated. She had a generalized purpuric rash over the limbs, face and trunk, and three small puncture wounds with cellulitis were noted on the left forearm ( Figure 1 ). Asked about the wounds she said that five days previously she had been bitten by her healthy pet dog. She had cleaned the wounds at home with soap and water.
Haemoglobin concentration (12.3 g/dL) and white cell count (7.0 x 109/L) were normal but the platelet count was very low (30 x 109/L). Clotting 
